.11 Section of Surgery: Sub-Section of Proctology 593 Mr. G. GORDON-TAYLOR showed specimens and drawings of three cases:-(1) Large Ulcerating Columnar-celled Carcinoma of the Rectum. This growth almost completely encircled the bowel and extended through the posterior wall of the vagina, leaving a recto-vaginal fistula. The rectum, pelvic colon, uterus, and vagina were successfully removed by an abdomino-perineal operation. Convalescence was slow, being complicated by a temporary vesicoperineal fistula, but this healed spontaneously.
The operation took place almost three years ago and the patient is now quite free from recurrence and is able to do her full duties as a nun. She is now aged 55.
I am not showing this case as a criticism of the purely perineal operation. I think that the perineal operation is probably preferable, but I have always found the growth so extensive that the simpler operation has been impossible.
I have operated on six cases similar to this and the patients all survived the operation. All had died within two years afterwards.
(2) Gangrenous Bowel due to Mesenteric Vascular Occlusion.
Ten years ago I removed 7 ft. of gangrenous bowel from a woman aged 69. A few months ago a further acute abdominal disturbance developed, again due to mesenteric thrombosis.
On this occasion the patient failed to survive the resection of 5 ft. of gangrenous bowel.
Five years previously she had undergone partial gastrectomy for a bleeding ulcer.
(3) Chronic Ileo-colic Intussusception. Miss F., aged 43, complained of always having had trouble with her abdomen which had been diagnosed as recurrent appendicitis.
In July, 1929, she had a severe attack of abdominal distension relieved by a passage of large quantities of flatus and followed by diarrhoea. The attacks had periodically recurred about every three weeks.
In February, 1930, she had her last attack, when the abdominal distension was very marked. A barium enema examination at this time showed marked distension of the pelvic colon with thickening of the bowel wall. The large pelvic colon completely overlapped the ascending and transverse colon. She had never been constipated. Her bowels were opened regularly without aperients. Following the attacks she had frequent bowel action.
On excamination.-There was marked distension of the abdomen and the large intestine could be seen standing out through the abdominal wall. Visible peristalsis was noted. Sigmoidoscopic examination revealed nothing.
In March, 1930, an exploratory laparotomy was performed, and an enormous pelvic colon-the size of the upper arm-distended with gas, was found. The bowel was completely emptied by means of a rectal tube. The rest of the colon appeared normal, aiid no obstruction could be demonstrated.
This portion of the colon was resected and a lateral anastomosis together with ceecostomy was performed. The patient made an uninterrupted recovery.
